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 Y 000 Initial Comments  Y 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of an annual State Licensure  conducted 

at your facility on 6/11/09.  This State Licensure 

survey was conducted by the authority of NRS 

449.150, Powers of the Health Division.

The facility was licensed for six Residential 

Facility for Group beds for elderly and disabled 

person and/or persons with mental illness.  The 

census at the time of the survey was five. Five 

resident files were reviewed and three employee 

files were reviewed.  One discharged resident file 

was reviewed. The facility received a grade of B.  

The following deficiencies were identified:

 Y 103

SS=F
449.200(1)(d) Personnel File - NAC 441A

NAC 449.200

1. Except as otherwise provided in subsection 2, 

a separate personnel file must be kept for each 

member of the staff of a facility and must include:

(d) The health certificates required pursuant to 

chapter 441A of NAC for the employee.

This Regulation  is not met as evidenced by:

 Y 103

Based on record review on 6/11/09, the facility 

failed to ensure 2 of 3 caregivers complied with 
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 Y 103Continued From page 1 Y 103

NAC 441A.375 regarding obtaining a 

pre-employment physical (Employee #2 and #3).

Severity:  2        Scope:  3

 Y 251

SS=F
449.217(2) Storage of Food-Perishable foods 

refrigerated

NAC 449.217

2. Perishable foods must be refrigerated at a 

temperature of 40 degrees Fahrenheit or less.  

Frozen foods must be kept at a temperature of 0 

degrees or less.

This Regulation  is not met as evidenced by:

 Y 251

Based on observation on 6/11/09, the facility 

failed to ensure the refrigerator was 40 degrees 

or less.  The temperature of the refrigerator in the 

kitchen was 50 degrees on 6/11/09.                                                  

                                                               

Severity:  2       Scope:  3

 Y 274

SS=C
449.2175(5) Service of Food - Substitutions

NAC 449.2175

5.  Any substitution for an item on the menu must 

be documented and kept on file with the menu for 

at least 90 days after the substitution occurs.  A 

substitution must be posted in a conspicuous 

place during the service of the meal.

This Regulation  is not met as evidenced by:

 Y 274
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 Y 274Continued From page 2 Y 274

This Regulation  is not met as evidenced by:

Based on observation and record review on 

6/11/09, the facility failed to document a 

substitution on the posted menu.

Severity:  1      Scope: 3

 Y 878

SS=D
449.2742(6)(a)(1) Medication / Change order

NAC 449.2742

6. Except as otherwise provided in this 

subsection, a medication prescribed by a 

physician must be administered as prescribed by 

the physician.  If a physician orders a change in 

the amount or times medication is to be 

administered to a resident:

(a) The caregiver responsible for assisting in the 

administration of the medication shall:

      (1) Comply with the order. 

 

This Regulation  is not met as evidenced by:

 Y 878

Based on record review and interview on 6/11/09, 

the facility failed to ensure 1 of 5 residents 

received medications as prescribed (Resident 

#1).

Severity:  2       Scope:  1

 Y 898

SS=E
449.2744(1)(b)(4) Medication / MAR

NAC 449.2744

 Y 898
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 Y 898Continued From page 3 Y 898

1. The administrator of a residential facility that 

provides assistance to residents in the 

administration of medication shall maintain:

(b) A record of the medication administered to 

each resident.  The record must include:

     (4) Instructions for administering the 

medication to the resident that reflect the current 

order or prescription of the resident's physician.

This Regulation  is not met as evidenced by:

Based on record review on 6/11/09, the facility 

failed to ensure the medication administration 

record (MAR) was accurate and matched the 

prescription label for 2 of 5 residents (Resident 

#1 and #3).

Severity:  2           Scope:  2
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